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possible communicable diseases or
infections before they can spread to other
persons in the facility;

(if) When and to whom possible incidents of
communicable disease or infections should be
reported,

to be followed to prevent spread of infections;
(iv)When and how isolation should be used for a
resident; including but not limited to:

{A) The type and duration of the isolation,
depending upon the infectious agent or organism

involved, and
(B) Arequirement that the isolation should be the

circumstances.

(v} The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and

(vi)The hand hygiene procedures to be followed
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.

§483.80(e) Linens.
Personnel must handle, store, process, and
transport linens so as to prevent the spread of

infection.

§483.80(f) Annual review,
The facility will conduct an annual review of its
IPCP and update their program, as necessary,
This REQUIREMENT is not met as evidenced
by:

* Based on faclility policy review, observations and

(X4) ID
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(iii) Standard and transmission-based precautions

least restrictive possible for the resident under the

pratlice will not reoccur: Proper PPE useage will be monifored 3 times
a day for a minimim of 4 wosks by unll managscs! 1P/ DO/ Designee
[ION will anatyze snd repon data 1o monthly OA commities an
2IB/Z021. QA commities will determino whather substantial
campliance dicfales addilional monitoring and will be reviewed at

© subsequent QA meelings as needed.
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interview the facility failed to follow transmission
based precautions for 1 resident of 3 residents
observed on the COVID unit.

The findings include:

Review of the facility policy dated 12/98 “Infection
Control Manual" showed "The infection
Prevention and Control Program is

. comprehensive in that it addresses detection,

" control and prevention of infections among
patients and partner...The Infection Control
Committee will meet at least quarterly, or more if
needed , to ensure a safe, sanitary and
comfortable environment which will help prevent
the development and transmission of disease and
infections..."

- Review of the facility Memorandum regarding
. Emerging Infectious Disease
Response-Emergency Procedures Plan Manual,
dated 3/4/2020 showed "...Healthcare must
always be prepared to protect people within our
buildings and residents, families, and staff from
harm resulting from exposure to an emerging
infectious disease while they are in the faclility..."”
‘ Contact precautions are used for residents with
. known or suspected epidemiologically important
infections or colonization with resistant organisms
transmitted by direct or indirect contact with
residents or environment. Gloves and gowns
must be worn when caring for a resident, Discard
PPE before leaving the room. Hand hygiene is a
critical step after care is completed...Droplet
precautions prevent transmission of pathogens
spread through close respiratory or mucous
, membrane contact with respiratory secretions.
* Standard precautions apply. Healthcare workers
should wear a mask when entering the room and :
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if coming into close contact with the resident who
is infectious. Hand hygiene is required after
completing care..." Continued review showed
“...Dining Services as necessary, ensure staff
utilize necessary PPE if delivering meals or
interacting with residents who may be
infectious..."

Review of the undated facility documentation
“Guidance for Meal Delivery to COVID unit"
showed *...All meals served on disposable ware
for in-room dining. Trays for the COVID unit are
sent on a separate cart. Dietary delivers the cart
to the COVID barrier. Nursing staff removes all
trays from the cart and places them on a speed
rack that is kept on the COVID unit. This rack
never leaves the unit, After the meal, all
disposable is placed in the trash on the unit which
goes to the designated COVID trash..."

tray delivered to the COVID unit on a regular

plastic tray, dietary staff was wearing an N95

mask and face shield. Continued observation

showed the plastic tray was put on the speedcart

-on the COVID unit. Further observation showed

"CNA (certified nursing assistant) #2 wearing only
a face shield and N95 mask but not a gown or
gloves. Continued observation showed the
Styrofoam tray items items were removed from
the plastic tray and taken into the resident's room.
Further observation showed CNA #2 removed the
drinks from the plastic tray and re-entered the
resident's room with a face shield and N95 mask
but no gown and gloves were used.

(-
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Observation on 1/14/2021 at 11:57 PM showed a -
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During an interview on 1/14/2021 at 12:19 PM,
CNA #2 confirmed she did not don gown when
entering COVID resident's room with a food tray.
During continued interview she stated she got
, sidetracked and did nol gown up before delivering
“the tray. During further interview she stated the
proper procedure was to wear gown, N95 mask
and face shield before entering a patient's room
on the COVID unit. During continued interview
CNA #2 stated she has just been off with COVID
. and this was her first day back.

During an interview on 1/14/2021 at 12:28 PM, on
the corridor to the A hallway with the iInfection
Control Nurse she confirmed staff on the COVID
unit are required to wear a gown, N85 mask, face
shield and gloves before entering a resident's
room, no exceptions.

During an interview on 1/14/2021 at 5:00 PM with

the DON she stated on the COVID unit staff can

wear the same gown in each room or a patient

specific gown. During continued interview she

confirmed all staff must wear gowns and gloves .
in patient rooms on the COVID unit.
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